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	CRS Site
	[bookmark: Check1]Phoenix  |_|
[bookmark: Check2]St. Joseph |_|
[bookmark: Check3]Banner Desert |_|
[bookmark: Check4]Phoenix Children’s |_|
	[bookmark: Check5]Flagstaff |_|
	[bookmark: Check6]Yuma |_|
	[bookmark: Check7]Tucson |_|
[bookmark: Check8]Tucson Medical  |_|
[bookmark: Check9]University Medical |_|

	Member Name
	AKA
	Phone

	Member Address

	AHCCCS ID #

Medical Record #
	DOB
	Male  |_|      Female  |_| 

	Legal Guardian Name
	Phone

	Address

	Receiving AHCCCS Contractor

	[bookmark: Check11]Medicare Part A |_|   Part B |_|

[bookmark: Check12][bookmark: Check13][bookmark: Check14]Yes |_|    No |_|  Unknown  |_|
	Other Insurance Carrier
	Plan #

	ALTCS / DD Application Pending 
[bookmark: Check15][bookmark: Check16]Yes |_|      No |_|
	Date
	Branch

	Diagnosis
	Secondary Diagnosis

	CRS DIAGNOSES

	
1.
	
3.

	
2.
	
4.

	PCP Name
	PCP Phone

	Medical High Risk 
[bookmark: Check17][bookmark: Check18]Yes |_|     No |_|
	Explain Risk

	Case Management Referral?
[bookmark: Check19][bookmark: Check20]Yes |_|     No |_|
	Explain Risk

	Special Medication (dosage / quantity)

	SPECIALIST INFORMATION

	Specialist Name
[bookmark: Check21][bookmark: Check22]Provide Adult Care (over 21): Yes |_|    No |_|
	Type
	Phone

	Specialist Name
[bookmark: Check23][bookmark: Check24]Provide Adult Care (over 21): Yes |_|    No |_|
	Type
	Phone

	Specialist Name
[bookmark: Check25][bookmark: Check26]Provide Adult Care (over 21): Yes |_|    No |_|
	Type
	Phone

	Specialist Name
[bookmark: Check27][bookmark: Check28]Provide Adult Care (over 21): Yes |_|    No |_|
	Type
	Phone

	Specialist Name
[bookmark: Check29][bookmark: Check30]Provide Adult Care (over 21): Yes |_|    No |_|
	Type
	Phone
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CRS ENROLLMENT TRANSITION INFORMATION FORM – PAGE 2 OF 2

	Specialist Name
[bookmark: Check31][bookmark: Check32]Provide Adult Care (over 21):  Yes |_|    No |_|
	Type
	Phone

	Out-of-State-Appointment 
[bookmark: Check33][bookmark: Check34]Yes |_|    No |_|
	Provider
	Phone

	[bookmark: Check35][bookmark: Check36]Future Appointments   Yes |_|    No |_|
Date:  _____________________
	Provider
	Phone

	[bookmark: Check37][bookmark: Check38]Future Appointments   Yes |_|    No |_|
Date:  _____________________
	Provider
	Phone

	[bookmark: Check39][bookmark: Check40]Future Appointments   Yes |_|    No |_|
Date:  _____________________
	Provider
	Phone

	Ancillary Services
[bookmark: Check41][bookmark: Check42]Willing to follow Yes |_|    No |_|
	Provider
	Phone

	Ancillary Services
[bookmark: Check43][bookmark: Check44]Willing to follow Yes |_|    No |_|
	Provider
	Phone

	[bookmark: Check45][bookmark: Check46]Home Health Yes |_|    No |_|
	Provider
	Phone

	HOME HEALTH SERVICES

	Hospital   
	Facility Name
	Phone

	DME Vendor (orthotic, prosthesis)
	[bookmark: Check55][bookmark: Check56]Own |_|    Rent |_|

	DME Vendor (w/c)
	[bookmark: Check57][bookmark: Check58]Own |_|    Rent |_|

	DME Vendor (other)
	[bookmark: Check59][bookmark: Check60]Own |_|    Rent |_|

	[bookmark: Check47][bookmark: Check48]Requiring Supplies Yes |_|   No |_|
	Type

	Date of Notification to Receiving Contractor

	[bookmark: Check51][bookmark: Check52]Behavioral Health  Yes |_|    No |_|
	[bookmark: Check53][bookmark: Check54]Medical Records Attached?  Yes |_|    No |_|




ADDITIONAL COMMENTS:  
	
	
	

Contact Person:  ____________________________________Telephone Number:  ___________________











Initial Eff. Date:   4/1/2005

